An 85 year old man with unstable angina pectoris was treated successfully with percutaneous transluminal coronary angioplasty supported by cardiopulmonary bypass and intra-aortic balloon pumping. Coronary angiography had shown stenoses in both the left main stem and left anterior descending coronary arteries. Drug treatment had been ineffective and he was too old for coronary arterial bypass grafting.
by some as an absolute contraindiction to elective coronary angioplasty.45 Vogel and Phillips et al reported using cardiopulmonary bypass for risky coronary angioplasty.67 We report successful emergency angioplasty in a high risk patient who was supported by cardiopulmonary bypass and intra-aortic balloon pumping.
ded to the left main stem coronary artery and another severe stenosis (90%) in the middle left anterior descending coronary artery (fig la) .
We thought that the patient was too old for coronary arterial bypass grafting. Coronary angioplasty was considered to be so risky that we decided to use cardiopulmonary bypass and intra-aortic balloon pumping during angioplasty. We attempted coronary angioplasty on the sixth hospital day. The patient gave his informed consent. The balloon for intra-aortic balloon pumping was inserted from the right femoral artery. 
was inflated three times for 30 to 60 seconds at a pressure of 8 atmospheres. Because the systemic blood pressure fell below 70 mm Hg despite intra-aortic balloon pumping during the first inflation, cardiopulmonary bypass was used to give a blood flow of 2 1/min. Blood pressure was soon restored. The balloon was inflated once for 120 s at 7 atmospheres when it lay across the lesion in the middle left anterior descending coronary artery. The lesion in the most proximal part of the left anterior descending coronary artery was not sufficiently dilated, so a larger balloon (3 mm diameter) catheter was used and inflated twice for 120 seconds at a maximum pressure of 5 atmospheres.
The diameter of both stenotic regions was increased from 10% to 50% by dilatation ( fig   la and fig lb) . Although there was a minor dissection in the mid left anterior descending coronary artery, there was no occlusion of the artery during the half an hour observation after dilatation. These procedures were performed uneventfully. After angioplasty, angina was completely controlled by medicine and the patient was discharged a month later.
Discussion
Our patient had two severe stenoses (> 90%) in the left anterior descending coronary artery, and a successful dilatation of only one stenotic region might have relieved the symptoms. To reach the stenosis in the mid left anterior descending coronary artery we had to pass the balloon catheter through the most proximal 
